A 49-year-old man presented with a 3 day history of blurred vision of the right eye, associated with a floater and a right sided headache. ._t 6/12 6/18 6/36 HM Two weeks previously right corneal trauma had resulted in a red eye which had failed to respond to topical chloramphenicol.
At presentation, the anterior chamber exhibited circumcomeal injection, aqueous cells, and flare with multiple posterior synechiae. A hazy fundus view revealed perivascular 'white patches' and macular oedema. Prednisolone acetate 1% hourly, atropine 1% three times daily, and flurbiprofen 100 mg twice daily were prescribed initially.
A 2 mm hypopyon formed 24 hours later but disappeared the following day. Numerous keratic precipitates were present inferiorly. A white 'string of pearls' lesion appeared adjacent to the optic disc ( Fig 1A) . Intense photophobia impaired fluorescein angiography and initial fundus photography. There was an end systolic aortic murmur. Endogenous endophthalmitis was thus initially thought to be the probable diagnosis. Serological tests excluded systemic candidosis; antimicrobials were withheld pending laboratory findings.
Temporal progression of the disease is illustrated in Figure 2 . Cytomegalovirus, herpes simplex virus, varicella zoster virus, Toxoplasma, Treponema paUidum, Mycobacterium tuberculosis, and sarcoid were excluded. Over the following 7 days visual acuity improved and the anterior chamber became less inflamed. The active inflammation subsided; treatment was discontinued after 1 month. Slight preretinal fibrosis developed around the optic disc (Fig 1 C) Figure 2 Clinical and laboratory observations. *IgE levels against house dust mite, grass pollen, cat and dog danders were negative or only slightly raised (Pharmacia CAP System). Specific IgE against Toxocara spp was not detected; parasitic helminth infection may cause polyclonal stimulation ofIgE producing B lymphocytes. * Anti-Ascaris IgE was minimally raised at 0 35 U/ml (Pharmacia CAP System). Mebendezole 100 mg was administered on day 15; E vermicularis was absentfrom second stool sample, day 59. Examination revealed an afebrile, healthy young man with no extemal signs of infection. The best corrected visual acuities were 6/5 right and 6/60 left. There was a mild anterior uveitis in the left eye, the right anterior segment was normal, and the intraocular pressures were normal. Examination of the left fundus showed the presence of fluffy white preretinal and intraretinal infiltrates at the posterior pole extending into the posterior vitreous (Fig 1) . The right posterior pole was healthy but there was a single white lesion in the inferonasal retina extending to the vitreous base (Fig 2) An uncomplicated left pars plana vitrectomy was performed with intracameral injection of 5 j±g amphotericin B in 100 ,ul volume into both vitreous cavities. Intravenous fluconazole (200 mg daily) was commenced. Candida albicans was isolated from vitreous samples and was found to be sensitive to amphotericin B but resistant to fluconazole, so systemic therapy was changed to intravenous miconazole (600 mg twice daily) and continued for the subsequent 6 weeks. Over this period, the left visual acuity steadily improved to 6/9 at which level it has remained.
Despite an initial slight response in the right eye, the peripheral lesion enlarged and developed a localised shallow exudative retinal detachment. He also developed a severe maculopapular rash secondary to miconazole, which was stopped; further systemic therapy was considered unnecessary since he had already had 6 weeks of treatment. 
